H ip arthroscopy is increasingly recognized as a treatment option for patients with cam/pincer lesions and labral tears. Importantly, recent articles by Shindle et al, 1 Larson et al, 2 and Philippon et al 3 characterize guidelines that one could use in selecting and deselecting patients for hip arthroscopy. Current consensus suggests that patients 50 years or older with 2 mm or less of joint space are unlikely to benefit from surgery. While this may be true, emphasis has not been placed on improving access to the hip joint in patients selected for surgery.
Specifically, the role of the central compartment in the development of cam/pincer lesions, labral tears, and/or chronic hip pain remains unknown. Current recommendations for treatment of these lesions exploit surgical techniques that focus on the peripheral compartment. This singular approach may unduly narrow the surgeon's understanding of hip disease across a broad adult age range, particularly in patients with chronic hip pain when more obvious cam/pincer and/or labral tears are not apparent on radiographs or magnetic resonance imaging (MRI).
Materials and Methods
When evaluating patients with hip pain, a clinical history and physical examination is completed with emphasis on range of motion of the hip joint and elucidation of symptoms. A useful maneuver is the so-called cotyloid test, wherein the patient is lying supine with the hip and knee in full extension. In this position, the physician strikes the heel in both internal rotation (IR) and external rotation (ER). This maneuver is thought to simulate axial weight bearing of the hip joint with the ligamentum teres (LT) in both lax (IR) and taut (ER) positions, and should be repeated in the operating room under fluoroscopy, save striking the heel. A positive maneuver is thought to induce pain deep within the hip joint and should be correlated with standard maneuvers that elicit femoroacetabular impingement (FAI) at the extremes of motion. Plain radiographs and MRI are obtained and carefully reviewed. While acetabular retroversion, a positive cross-over sign, and an abnormal alpha angle have been described on radiograph, 1 one should additionally look for medial extension of the sourcil into the cotyloid fossa 4 (Figure 1) . Medial extension of the sourcil is readily observed on radiograph and such observation may imply insufficient space within the cotyloid fossa for the LT (Figure 2) . A contrast MRI may accentuate a labral tear; however, emphasis should not be placed on this observation Abstract: Standard hip arthroscopy emphasizes access to disease within the peripheral compartment. The author describes precise access to the central compartment for removal of space-occupying lesions within the cotyloid fossa. These lesions can compromise the space available for the ligamentum teres and possibly contribute to the development of cam/pincer lesions and articular-sided labral tears by altering the congruency of the hip joint. Importantly, this novel approach does not impair the ability to complete the more widely known surgical techniques used within the peripheral compartment. The medial margin of the sourcil (arrowhead) is observed extending toward the cotyloid fossa (A). As the cotyloid fossa becomes filled with heterotopic bone, the space available for the ligamentum teres is lost. The femoral head will sublux during axial loading and internal rotation of the joint. Rim loading will ensue and joint space narrowing may be observed on radiograph over time. A pincer lesion may develop at the lateral sourcil (arrow) and a cam lesion may develop as well (dashed arrow). Associated labral tears are common. The normal radiographic appearance at the medial margin of the sourcil is observed (arrowhead) (B). Note the distinct step-off. A congruent joint is well observed, as is a normal sourcil at its lateral margin. 
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surgical technique
The Anterolateral Portal
The patient is placed in the hemi-lithotomy position. This position allows the surgeon to obtain a lateral view of the acetabulum, ensuring that the anterolateral portal is placed within the anterior one-third of the hip joint. In the hemi-lithotomy position, a bisector of the patella must face the ceiling at 90°. After traction is applied to the affected extremity, a sagittal line is drawn inferiorly from the anterior superior iliac spine. If the suction seal must be overcome to distract the joint, the labral mechanism is functioning and its takedown for rim trimming of the acetabulum should be carefully considered. The presence of the suction seal does not exclude a labral tear at the chondrolabral junction, Seldes type I. Further, it is the author's belief that the hip capsule, when under tension, inverts the labrum against the femoral head, resulting in a dynamic suction seal that one must overcome to distract the hip joint.
Under fluoroscopy while the hip is in traction, care is taken to note the difference between the visible space of the hip joint ( Figure 3 ; the space between the concave surface of the acetabulum and the convex surface of the femoral head) and the surgical space (Figure 3 ; the space between the inferior margin of the labrum and the articular surface of the femoral head). A traditional anterolateral portal is established with a 3.2-mm blunt wire. Before penetrating the joint, a fluoroscopic lateral view is obtained to ensure that the blunt wire will be inserted into the anterior one-third of the hip joint. The blunt wire is inserted into the surgical space of the hip joint and should be overlapped by no more than one-eighth of the femoral head in the lateral view. This critical first portal will ensure excellent views of the central and peripheral compartments beyond the horizon of the femoral head. Use of the 3.2-mm blunt wire avoids the inadvertent penetration of the labrum often anticipated with blind insertion of a 17-gauge needle under fluoroscopy. A capsulotomy may increase maneuverability of the arthroscope and instrumentation, but it also allows extravasation of fluid into the surrounding soft tissue. Excessive fluid extravasation will shorten the effective working length of the arthroscope and increasingly restrict surgery to the peripheral compartment as the procedure progresses. The soft tissue is dilated around the 3.2-mm blunt wire and the 6-mm clear cannula, without distal or proximal threads, is then inserted deep into the central compartment over the 3. The visible space of the hip joint is well seen (arrows) and comprises the space between the concave surface of the acetabulum and the convex surface of the femoral head. The surgical space (arrowheads) comprises the space between the inferior margin of the labrum and the articular surface of the femoral head. The surgical space is typically 6 to 7 mm in a distracted joint with the largest space at the mid-coronal plane of the acetabulum. The surgical space narrows like a crescent anteriorly and posteriorly. Therefore, a more medially placed portal (ie, a mid-anterior portal) cannot be safely inserted into the central compartment and its typical placement restricts treatment to disease within the anterior peripheral compartment. The peripheral and central compartments may be explored by telescoping the arthroscope into and out of the clear cannula. The quality of the pulvinar is evaluated, and space-occupying lesions within the cotyloid fossa should be identified after this process is completed. The presence of a tear of the LT or hypertrophy thereof is documented. Blistering at the rim of the acetabulum can be easily observed and implies rim loading of the acetabulum (Figure 6 ). The chondrolabral junction should be evaluated for the presence of an articular-sided labral tear.
The Lateral Portal
Using the targeting guide, the lateral portal is established with the 3.2-mm blunt wire or a 17-gauge needle under direct arthroscopic visualization (Figure 7) . The 8° entry slot of the targeting guide is often used, as it creates a trajectory from posterolateral to anteromedial. The lateral portal creates the posterior arm of the arthroscopic triangle.
The Anterior Portal
The targeting guide is then rotated for establishment of the anterior portal using the 3.2-mm blunt wire or a 17-gauge needle (Figure 8) . The 8° entry slot of the targeting guide is often used, as it creates a trajectory from anterolateral to anteromedial, achieving a triangular apex with the lateral portal within the cotyloid fossa. The anterior portal creates the anterior arm of the arthroscopic triangle.
The lateral portal is the workhorse for thorough debridement and reshaping of the cotyloid fossa. This portal can also be used for rim trimming and labral repairs/debridement of the posterior acetabulum up to its mid-coronal plane. The anterior portal is used for rim trimming and labral repairs/debridement from the mid-coronal plane to the anteromedial margin of the acetabulum (Figure 9 ). Once the femoral head is located, the hip is flexed and internally and externally rotated for debridement of anterior and posterior cam lesions within the peripheral compartment. 3 controlled for age and days from injury to surgery, a preoperative MHHS of less than 60 and joint space narrowing of 2 mm or less were identified as independent risk factors for a THR (P=.001). Philippon et al 3 reported a mean time of conversion to a THR of 1.6 years (range, 3 months to 4 years). Both Larson et al 2 and Philippon et al 3 sought to improve surgical outcomes by deselecting certain patients going forward, using a defined surgical approach to the peripheral compartment.
Space-occupying lesions within the cotyloid fossa may result in insufficient space for the LT, which could lead to loss of congruency of the hip joint at various positions during the gait cycle. Poor coverage and the absence of congruency is well recognized in the dysplastic hip; however, how a normal hip maintains congruency throughout its ranges of motion is not well understood, as most measurement tools focus on static relationships between the hip and the femoral head (eg, the center edge angle of Wiberg). It is the author's belief that the suction seal provided by the labrum is dynamic, called on when the inertia of the femoral head or distraction forces oppose its congruency within the hip joint. Indeed, the labral mechanism mitigates this tendency; however, space-occupying lesions within the cotyloid fossa may compromise its function by altering the congruency of the hip joint.
Recently, Konan et al 6 described access to the central compartment, yet what they achieved surgically once therein was not described. These authors focused on improving op- n tips & techniques erative proficiency in an effort to quantify the learning curve for hip arthroscopy and decrease operative time. The current author's technique for hip arthroscopy places emphasis on safely achieving surgical access to the central compartment so that the cotyloid fossa can be thoroughly debrided by performing an intra-articular saucerization. Intra-articular saucerization of the acetabular cotyloid fossa may include removal of heterotopic bone, loose bodies, a fibrotic pulvinar, and shrinkage 7 of the LT. This extensive debridement technique increases the space available for the LT and may mitigate loss of congruency of the hip joint during the gait cycle. Importantly, using the techniques described here, cam and pincer lesions can be easily addressed, as they lie within the arthroscopic triangle ( Figure  10 ).
conclusion
Reported outcomes may correctly deselect patients with FAI-OA pathology; however, the standard arthroscopic approach for FAI has the unintended effect of preventing access to treatable pathology within the central compartment. As surgical skills improve among surgeons, observations and experiences that are the result of alternative approaches and expand one's knowledge base should be considered.
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Figure 10: The triangular apex is well visualized. The arthroscope is positioned in the anterolateral portal; the anterior portal is indicated by the long arrow and the lateral portal is indicated by the short arrow. Note the anterior and lateral portals achieve a precise triangular apex within the cotyloid fossa.
ORTHOPEDIC HAND SURGEON
OCHSNER HEALTH SYSTEM in New Orleans is seeking a BC/BE fellowship trained ORTHOPEDIC HAND SURGEON. Salary off ered will be competitive and commensurate with experience and training.
Ochsner Health System's growing 20-physician Orthopedic team includes surgeons with subspecialty expertise in joint replacement, sports medicine, orthopedic oncology, pediatrics, spine, foot & ankle, hand, wrist, elbow, and shoulder treatments. Our Department of Orthopedics is ranked in the top 50 orthopedic departments in the country, by U.S. News & World Report's 2013-14 Best Hospitals rankings. We have an accredited residency program with a total of twelve residents and a sports medicine fellowship with a total of two fellows. Opportunities exist for clinical research. We use an institution-wide state-of-the-art digital PACS (Picture Archive and Communication System), and Epic is our electronic medical system.
Ochsner Health System is a physician-led, non-profi t, academic, multi-specialty healthcare delivery system dedicated to patient care, research, and education. Our mission is to Serve, Heal, Lead, Educate and Innovate. The system includes 10 hospitals and more than 40 health centers throughout Southeast Louisiana. Ochsner employs over 900 physicians representing all major medical specialties and subspecialties. We conduct over 575 ongoing clinical research trials annually. Please visit our website at www.ochsner.org.
New Orleans is a cosmopolitan, historic city with unique architecture, multiple medical schools and academic centers, professional sports teams, world-class dining, sporting, and cultural interests, and world-renowned live entertainment and music. Ochsner is an equal opportunity employer and all qualifi ed applicants will receive consideration for employment without regard to race, color, religion, sex, national origin, sexual orientation, disability status, protected veteran status, or any other characteristic protected by law.
